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The girl who had streptomycin has done well in spite of very small dosage. She is at a sanatorium in Switzerland. Her sinus has healed seven months after laparotomy with appendicectomy.
From all these cases the conclusion that can be drawn is that there is, as yet, no fixed rule for treatment of tuberculous tubes.
Rest, good food and heliotherapy all play their part. Though radical surgery is said to be of great value it may equally well be that surgery leads to a breakdown of protective barriers limiting the spread of the disease, to sinus formation and even to faecal fistula. It does appear that X-ray therapy has a definite place in the condition. How the treatment works may possibly be something like this:
Small doses of X-rays traumatize tissues and destroy the most sensitive cells which are the lymphocytes. There is a general reaction to remove the destroyed cells and a very low-grade aseptic inflammation is set up which helps to overcome the tuberculous infection which previously had not been adequately combated.
I should like to thank Mr. Rivett and Mr. Winterton who operated on several of these cases and who have so kindly allowed me to use their material and also Professor Windeyer and Dr. Japha who have helped in the compilation of this paper. Last menstrual period 10.8.45. Commencing one week later, the patient had slight vaginal bleeding, and shortly afterwards experienced pain in the right lower abdomen. At 11 weeks' gestation, two pieces of "membrane" were passed, and thereafter there was a brownish vaginal discharge.
At 13 weeks' gestation the patient was admitted to Watford Peace Memorial Hospital under the care of Professor F. J. Browne. Xenopus test was positive, and she was discharged four weeks later, pregnancy continuing. At 22 weeks' gestation, the fundus was at the level of the umbilicus, but no movements had been felt. Xenopus test was now negative. At 30 weeks' gestation, foetal heart was not heard, and X-ray examination at Watford showed the foetus to be lying obliquely in an attitude of extreme flexion. It was thought to be dead. Some brownish discharge continued to leak vaginally. The patient was admitted to University College Hospital at 38 weeks' gestation as a case of missed abortion.
Examination showed the fundus to be 2 in. above the umbilicus. The head was felt to the left side of the fundus but was not ballotable. Foetal heart was unexpectedly heard, rate being 120. Vaginal examination revealed feetal limbs, felt very easily in posterior fornix. X-ray examination showed an oblique lie of the feetus, with such flexion of the spine that the radiologist was convinced that the foetus was dead.
The foetal heart continued to be satisfactorily heard, and there was a slight watery discharge per vaginam. A tentative attempt at version without anesthesia was unsuccessful.
Patient experienced slight lower abdominal pains on 21.5.46, the expected date of delivery. Next day the foetal heart had ceased. During the course of the next few weeks, two medical inductions were given without success. Further X-ray at 44 weeks' gestation showed marked collapse of the foetal skull.
Abdominal pregnancy was considered to be a possible diagnosis. The patient was examined under anxsthesia on 2.7.46, at 46 weeks' gestation, feetal limbs being felt with great ease in the posterior fornix. The fundus uteri could not be distinguished separately from the main swelling. A dilator passed into the uterus for 5 in., further passage not being attempted.
Laparotomy was performed. A left. intraligamentary pregnancy was found, the foetus being contained in a large ovisac, covered with fairly thick membrane and peritoneum. The uterus was enlarged and incorporated in its anterior wall. The left tube extended laterally from the uterine cornu over the sac for 3 in. before ceasing. An extension of the sac to the right contained the placenta. There were no adhesions to omentum or intestines.
The sac was opened and the faetus removed. It was severely macerated, weighing 4 lb. There was no congenital deformity. The left ovarian ligament was divided, and the sac separated from the back of the uterus by blunt dissection. The attachment of the sac to the left side of uterus was now divided and, separating the base from the pelvis, removal was completed. The raw areas were reperitonized, and the abdomen closed.
The patient made an uninterrupted recovery and was discharged twenty-one days after operation.
Comment.-Intraligamentary pregnancy is rare. Champion and Tessitore in 1937 could find only 70 cases where such pregnancy had proceeded past the 28th week of gestation.
The apparent leakage of liquor, presumed to come from a normal uterus, was partly responsible for the delay in diagnosis. There were, however, many suggestive features-the history of pain, bleeding and of "membrane" being passed; the fixed malpresentation, uncorrectable by version, non-engagement of the presenting part and ease of feeling faetal parts vaginally.
The attitude of the foetus, suggesting intra-uterine death before it actually occurred, is of interest.
Had the correct diagnosis been made earlier, laparotomy before term might have resulted in a living fcetus. The high incidence of congenital abnormality in foetuses resulting from ectopic pregnancy, noted by Von Winckel, necessitates the use of radiography to exclude this possibility, before laparotomy is carried out.
In abdominal pregnancy, which is indistinguishable from intraligamentary pregnancy before laparotomy, De Lee (1943) recommends laparotomy six weeks after term, as separation of placental adhesions to bowel may result in severe hmmorrhage in cases dealt with prior to foetal death. However, the modern practice of leaving the placenta in situ when it is adherent to viscera has improved the results of the early operation. A case of uterine rupture following a previous classical CQsarean section is not in itself remarkable but this case presented certain rather interesting features; first the rupture occurred at the end of the very last pain with which the head was born and this in the second place produced an unusual and confusing third stage, as might be expected, and thirdly a manual removal of the placenta was unwittingly carried out without the large rent in the uterus being discovered.
The patient is a healthy woman of 38 who, three years previously, at the age of 35 had a classical CQsarean section for a breech with extended legs, her somewhat elderly primiparity.being an additional indication. It is known for a fact that the uterus was sutured with interrupted catguit. In this pregnancy the vertex presented and as there was no disproportion it was decided to allow her to proceed to natural delivery. This she achieved. in 25 hours
